Staff from one National Health Service (NHS) Trust in England completed an online survey (N D 590) about their experience of intrusive behaviors from patients. These experiences were categorized into either stalking or harassment and compared in terms of staff and patient characteristics, types of intrusions, and aftermath. Overall, 150 were classified as being stalked (25.4%) and 172 harassed (29.2%). There were no differences in staff characteristics between the two groups. Staff from forensic services and nursing staff were particularly susceptible to these intrusions which took many forms. Respondents perceived a range of causes for the stalking and harassment, the most common being to gain power and control/to scare. It was rare for legal sanctions to be brought against the patient. Our findings reinforce the need for service providers to have policies supported with preventative measures, education and a robust process for addressing stalking so that these measures are embedded in practice in a way that supports staff working with patients. Furthermore, service providers should be challenged on what steps they have taken to prevent, and monitor, such behavior.
In England and Wales, prevalence rates for stalking among adults aged 16 to 59 years indicate that approximately one in five women and one in ten men have been stalked at some point in their lives (Chaplin, Flatley, & Smith, 2011) . Stalking can have a negative impact on the victim's quality of life with undesirable psychological, social, and occupational consequences (Path e & Mullen, , 2002 Purcell, Path e & Mullen, 2004; Mullen, Path e & Purcell, 2009) .
Societal and professional interests in the management of stalking behavior have grown significantly over the past decade or so. For instance, in 2010 the National Stalking Helpline (http://www.stalkinghelpline.org) was launched in the UK to provide guidance and support for victims of stalking, and in 2011 the National Stalking Clinic (www.beh-mht.nhs.uk/nsc) was launched in London to provide specialist assessment and consultation for those who have engaged in stalking behaviors. However, since its introduction into everyday lexicon in late 1980s, defining the term stalking has been fraught with difficulties, not least because many of the behaviors associated with stalking overlap with people's everyday experiences such as receiving unwanted communications or being approached for a date (Purcell et al., 2004) .
The legal definition of stalking has changed considerably over the years. For instance, up until 2012, people accused of stalking behavior in England and Wales were prosecuted under harassment laws, such as the Protection from Harassment Act 1997, but the threshold was such that a charge could only be brought when these acts were deemed to cause a fear of violence. The Protection of Freedoms Act 2012 reduced such threshold by incorporating two specific offenses of stalking into the Protection from Harassment Act 1997, namely 'stalking' and 'stalking involving fear of violence or serious alarm or distress.' Subsequently, the number of stalking and harassment prosecutions rose by more than 20% in 2014 and a further 15% in 2015 (Crown Prosecution Service, 2014 , 2015 .
Behavioral scientists regard stalking as a constellation of behaviors in which a person makes repeated and persistent unwanted intrusions that cause the recipient to experience distress and fear for their safety (Mullen, Path e, Purcell, and Stuart, 1999; Purcell et al., 2004) . Path e and Meloy (2013) defined stalking as:
and social networking websites), unwanted contacts (e.g., following and approaching), and a myriad of other harassing behaviors (e.g., malicious complaints, threats, and assaults), in a manner that causes reasonable fear and distress. (p. 200) Using data from an epidemiological survey in the Australian community, Purcell et al. (2004) sought to distinguish the point at which unwanted intrusions become persistent stalking based on the number of harassment methods experienced and the victim's lifestyle alterations. They defined stalking as experiencing at least two harassing intrusions which had caused fear. Purcell et al. (2004) analyzed these data at 1-week, 2-week and 4-week cut-offs and found that 2 weeks was the 'critical threshold' which allowed them to discriminate between two types of intrusiveness-briefer incidents of harassment and protracted stalking-with different impacts on victim's functioning (Purcell et al., 2004) . The authors argued that this distinction was important to enable early intervention to assist the victims. Studies often use a 2-week cut-off (Jones & Sheridan, 2009; Purcell, Powell & Mullen, 2005; Whyte, Penny, Christopherson, Reiss, & Petch, 2011) although some, for example, Galeazzi, Elkins, and Curci (2005) have used a 4-week cut-off. The number of incidents required to constitute stalking has also varied with some studies using at least two (Purcell et al., 2004 ), 10 (Whyte et al., 2011 , or more than 10 incidents (Galeazzi et al., 2005) .
Stalking and harassment of mental health professionals
Existing literature suggests that mental health professionals, such as psychologists (Gentile, Asamen, Harmel,l & Weathers, 2002; Purcell et al., 2005) , psychiatrists (Whyte et al., 2011; McIvor, Potter, & Davies, 2008; Nwachukwu, Agyapong, Quinlivan, Tobin, & Malone, 2012) and nurses (Ashmore, Jones, Jackson, & Smoyak, 2006) , are particularly at high risk of being victims of stalking (for a comprehensive summary, see also Path e & Meloy, 2013) . The true prevalence rates for stalking of mental health professionals by patients are not easy to obtain given that survey response rates vary from approximately one-quarter (Whyte et al., 2011) to threequarters (Galeazzi et al., 2005) . Nevertheless, existing literature suggests that between 20% (McIvor et al., 2008; Purcell et al., 2005) and 40% (Jones & Sheridan, 2009 ) of mental health professionals have been stalked by patients. This is thought to be related to the observation that mental health professionals are more likely to be in contact with people who are lonely, isolated, and have disordered attachment patterns (Galeazzi et al., 2005) .
Stalking and harassment towards staff within mental healthcare settings are under-recognized despite the high risk of occurrence, the distress caused and the impact these behaviors have on the victims (McIvor & Petch, 2006) . For instance, victims of stalking often make changes to their professional and personal functioning such as increasing security at work or home and changing telephone numbers (Purcell et al., 2005) . However, there is a risk that professionals minimize stalking in therapeutic contexts and that such incidents are underreported (Path e & Meloy, 2013) .
The evidence reviewed above suggests that mental health professionals are particularly vulnerable to the unwanted intrusions of their patients. While many authors called for increased awareness among mental health professionals and more training around stalking (McIvor & Petch, 2006) , few made concrete recommendations in relation to how knowledge in the field could be advanced further. More specifically, what is less clear is whether the types of intrusions, antecedents, and aftermath are different for staff who have been stalked or those who have experienced lesser forms of harassment. In accordance with the conclusions reached by Purcell and colleagues (2004) , we argue that this is an important issue to consider. Identification of staff who have been at the receiving end of stalking is crucial to facilitating effective intervention to prevent undesirable consequences for the victim. It is equally important that healthcare providers are able to recognize staff's experiences and tailor interventions as appropriate to contain the situation.
The current study
We surveyed staff with patient contact at one National Health Service (NHS) Trust to examine intrusions, categorized into either stalking or harassment, from patients. We then compared the experiences of those who had been stalked with those who had been harassed. We sought to answer the following research questions: Are there any differences between the experiences of staff who have been subject to stalking by a patient and the experiences of staff who have been subject to harassment by a patient by patients in relation to: (1) staff and patient characteristics; (2) types of behaviors experienced; (3) perceived cause; (4) organizational response to the harassment or stalking; (5) reason for cessation of harassment or stalking?
Method

Setting and participants
Participants were staff with patient contact working in a large NHS Trust in England which employs approximately 9,000 staff and provides services to a population of circa 1.1 million people. The Trust provides both forensic and non-forensic mental health services. Forensic services provide a range of services including secure, community forensic, and prison healthcare services. Non-forensic mental health services include Adult Mental Health Services, Mental Health Services for Older People, Learning Disabilities, Substance Misuse Services, Psychological Therapies, and Child and Adolescent Mental Health Services.
Materials
We used a 29-item survey which we adapted from a survey developed by Jones and Sheridan (2009) and distributed via SurveyMonkey. We combined similar response options to reduce the number of options on the item relating to the types of behaviors experienced. We also added the option 'patient responded to treatment' to the question on why the harassment/stalking had stopped. The survey collected information on basic variables (e.g., age band, ethnicity, current service affiliation, work experience). Participants were asked whether they had experienced any of 14 intrusive behaviors (e.g., hinted or boasted of information they have gained about you) from current or former patients, and how many patients they experienced these behaviors from (1, 2, 3, 4, or more).
Participants were then asked to respond to subsequent questions by focusing on the experience that affected them the most. Using a five-point Likert scale (not at all, slightly, moderately, very, unbearably) participants were asked to rate how distressed, and how fearful, each of the applicable 14 intrusive behaviors made them feel. Participants were then asked to identify how often these intrusions occurred and whether they classed it as stalking. They were then asked to provide some basic information about the characteristics of the patient who carried out the harassment/stalking behaviors, in terms of gender, age, ethnicity, and type of mental disorder. Participants were then asked to identify the perceived cause from a list of 12 options (e.g., delusional beliefs). Participants were prompted to indicate how they responded to the behaviors from a list of six strategies (e.g., took extra security precautions) and to rank the helpfulness of the response on a 7-point Likert scale. Participants then identified their experiences following the harassment/ stalking from a list of 18 potential responses (e.g., felt concern for the patient). Participants were asked about how the organization responded and whether they agreed with a list of nine statements (e.g., my organization did enough to protect my physical safety). They were then asked about the eventual outcome and what made the behavior stop (e.g., change in your location).
Participants were then given the chance to give any additional comments.
Procedure
We e-mailed staff the study outline and the link to the survey. We also advertised the survey on the Trust intranet. Staff were informed that their participation was voluntary and asked to be as open and honest as possible when completing the survey. Participants were advised to contact the National Stalking Helpline should they feel the need for additional support or advice after completing the survey (phone number and website details were provided). The survey took approximately between 15 and 30 minutes to complete.
Definition of stalking employed in current study
Respondents met the operational definition of stalking if the behaviors occurred for more than two weeks and they had been at least 'slightly fearful. ' Purcell et al. (2004) identified 2 weeks as a reliable cut-off for stalking. Any other intrusions which did not meet this definition were classed as harassment. Additionally, respondents were then asked "Would you class this as stalking?"
Ethics and consent
Since our study was a staff survey that did not involve access to identifiable patient data, research ethics approval to conduct the study was not required. The Trust's Research and Development Department granted approval to conduct the study. Participants were informed that completing and submitting the survey would indicate that they have given implicit consent to participate. Participants completed the survey anonymously in order to protect confidentiality and each participant was assigned an identity code so that no names would appear on the database.
Statistical analyses
All analyses were conducted using the Statistical Package for the Social Sciences (SPSS), Version 19. Chi-square tests were used to examine categorical data. Odds ratios (OR) and 95% confidence intervals (CI) are reported. Effect sizes (Phi) are reported in the tables. The level of statistical significance was defined as an alpha less than .05. All analyses were two-tailed. Corrections for potential false discoveries were made given the number of comparisons undertaken by controlling for the False Discovery Rate (FDR; Benjamini & Hochberg, 1995) . The FDR was set at 10% calculated for each step of analyses (e.g., perceived cause of harassment or stalking).
Results
Sample characteristics
All Trust employees (approximately 9,000) were e-mailed the study outline. Only those with some level of patient contact in their professional roles were invited to participate in the survey, and since not all who received the email were eligible to participate, it has not been possible to estimate the response rate. In total, 707 members of staff responded to the survey. Of these, 441 (62.4%) indicated that they had been harassed. However, 117 were excluded from the analyses because they either did not provide further information despite indicating they had been harassed (n D 74) or their response was inconsistent (e.g., they indicated they had been harassed but stated that none of the example behaviors applied; n D 38). Therefore, the final sample comprised 590 members of staff, 444 (75.3%) women and 146 (24.7%) men. There were 178 respondents from forensic services (30.2%) and 412 respondents from non-forensic services (69.8%).
In terms of ethnicity, the participants identified their ethnicity as follows: 543 (92.0%) White; 10 (1.7%) Black African; 5 (0.8%) Black Caribbean; 15 (2.5%) Asian; and 17 (2.9%) other. The majority of participants were aged between 20 and 59 years: 20-29 years (n D 94; 15.9%); 30-39 years (n D 167; 28.3%); 40-49 years (n D 171; 29.0%); and 50-59 years (n D 132; 22.4%). In terms of professional group, the majority (n D 262; 44.4%) were nurses. The remainder were from the disciplines of psychology (n D 53; 9.0%), occupational therapy (n D 50; 8.5%), psychiatry (n D 42; 7.1%), and others (n D 183; 31.0%) such as social work, education and administration. Service affiliation was identified as follows: 86 (14.6%) forensic nursing, 92 (15.6%) forensic non-nursing, 176 (29.8%) non-forensic nursing, and 236 (40.0%) non-forensic non-nursing. Respondents had a range of experience of working within mental health services with more than two-thirds having over 5 years' experience: 52 (8.8%) had worked for less than 1 year; 127 (21.5%) 1-5 years; 239 (40.5%) 6-15 years; 143 (24.2%) 16-30 years; and 29 (4.9%) with over 30 years' experience.
Intrusive behaviors
In total, 322 participants (54.6%) indicated that they had experienced one or more intrusive behaviors from at least one patient. Out of the 590 respondents, significantly more men (n D 92; 63.0%) than women (n D 230; 51.8%) indicated that they had experienced intrusive behaviors from a 
The experience of stalking and harassment
We categorized the responses from the 322 staff who had experienced these intrusive behaviors to indicate whether the experience constituted harassment or stalking. Stalking comprised behaviors that occurred for more than 2 weeks and induced at least slight fear (n D 150). Harassment comprised responses not meeting these criteria (n D 172). A threeÀway log-linear analysis was conducted to assess the interaction between Stalking (stalked or not stalked), Nursing (nursing staff or non-nursing staff) and Forensic (forensic or non-forensic service). Two of the three two-way interactions were significant -Stalking £ Forensic, x 2 (1) D 13.21, p < .001, and Stalking £ Nursing, x There were no significant differences between staff characteristics in the harassment and stalking categories on age, sex, ethnicity, profession (nursing or non-nursing), amount of experience, and specialty (forensic or non-forensic).
Staff and patient characteristics
No significant differences were identified in the characteristics of the patient (sex, age, ethnicity, setting, diagnosis) who harassed or stalked the member of staff. The majority of both stalking (111/145; 76.6%) and harassment (97/145; 66.9%) occurred in inpatient settings rather than other settings. The majority of patients who stalked (121/145; 83.4%) or harassed (114/145; 78.6%) staff were men.
Type of intrusive behaviors experienced by those stalked or harassed
We then examined the types of behaviors associated with the harassment or stalking episode (see Table 1 ). For nine of the fourteen behavior options, staff who had been stalked were significantly more likely than staff who had been harassed to have experienced that behavior. Having had sexual comments made about them was the most common experience for those who had been stalked (58.0%) and those who had been harassed (45.3%). More than half of those who had been stalked had also received direct or indirect threats towards them or someone close to them.
Respondents were asked whether they classed the experience as stalking. Of the 150 staff who met the operational definition of stalking, 36 (24.0%) classed the experience as stalking. Of the 152 respondents from the 172 staff who met the operational definition of harassment, 11 (7.2%) classed the experience as stalking. Therefore 47 (8.0%) of the initial 590 respondents selfclassified that they had been stalked. In contrast, the operational definition indicated 150 (25.4%) of the initial 590 respondents had been stalked.
Perceived cause of the harassment/stalking
Participants were asked about the perceived causes of the harassment/stalking. There were 130 and 143 responses from staff in the harassed and stalked groups respectively (see Table 2 ). The most common reason given by staff for the harassment/stalking was to gain power and control or to scare. Compared to those harassed, those stalked were significantly more likely to attribute the cause to anger and hostility, Organizational response to harassment/stalking Staff were asked about the support they received following the harassment/stalking. There were 125 and 137 responses from staff in the harassed and stalked groups respectively (see Table 3 ). The majority of those stalked and harassed felt supported by immediate colleagues and the organization. Half of those stalked or harassed felt that they should handle the situation within the therapeutic relationship. Compared to those harassed, those stalked were significantly more likely to report that they felt obliged to carry on working with the patient even when they did not want to, x 2 (1, 262) D 5.92, p D .02; OR D 1.93, 95% CI [1. 13, 3.31] . Approximately onequarter of those harassed and stalked felt they were expected to deal with the situation on their own.
Reasons for the harassment/stalking behavior ceasing Staff were asked about the reasons why the harassment behaviors stopped. There were 83 and 104 responses from staff in the harassed and stalked groups respectively (see Table 4 ). Compared to those harassed, those stalked were significantly more likely to report that the reason for it stopping was a change in the staff member's location, 
Discussion
We explored the experiences of a range of staff with patient contact and described the extent of stalking and, less intrusive, harassment by patients. More than half of the respondents reported they had experienced intrusive behaviors from at least one patient. Of these, almost half were classified as being stalked.
Staff from forensic services and nursing staff were particularly susceptible to being harassed or stalked by patients. Perhaps forensic professionals are at a higher risk because forensic patients stay longer in hospital making it more likely for them to develop dysfunctional attachments patterns toward staff. Furthermore, forensic practitioners manage people with complex psychopathology, such as psychosis and personality disorder, both disorders have been linked with an elevated risk of stalking, as well as criminal histories (McEwan, Mullen, & Mackenzie, 2009; McIvor et al, 2008; Mullen et al., 1999) .
Respondents experienced a range of intrusions although those in the stalking group had experienced more types of intrusions than those in the harassed group. It is likely that staff were not aware of the distinction between harassment and stalking because as with other studies (e.g., Jones & Sheridan, 2009) , the majority of respondents who met the operational definition of stalking did not self-classify the experience as being stalked.
Our stalking and harassment groups differed slightly from that of Purcell et al. (2004) in that they obtained a sample of people, from the general population, who had experienced intrusive behaviors which had caused fear and they differentiated these groups only by the duration of the behaviors. In contrast, our harassment group also contained intrusive behaviors which did not cause fear. However, similar to Purcell et al. (2004) , we found that gender and age did not differentiate the stalked and harassed groups. There was no difference between the rate of men and women who had been stalked by a patient despite more men than women experiencing intrusive behaviors -this was also found in a community forensic service sample (Jones & Sheridan, 2009) .
Although the majority of staff who had been harassed/ stalked felt they had some support at work, one-quarter felt there was a lack of support from the organization. Specifically, one-fifth of those in the stalking group reported that they were told or made to feel that they were overreacting or being paranoid. However, this does not necessarily reflect current practice as these Note. Boldface p significant at False Discovery Rate of 10%, Benjamini and Hochberg (1995) .
experiences could potentially have occurred several years ago. Nonetheless, service providers have a duty of care to their employees and should be aware that stalking by patients presents a risk to staff. There should not be a culture of tolerance (MacKenzie & James, 2011) . We found respondents in the stalking group were more likely than those in the harassment group to perceive anger and hostility as the cause of the intrusions. Similarly, Jones and Sheridan (2009) identified anger and hostility as the most common perceived cause of stalking. Accordingly, there are measures which service providers should take to prevent escalation when such behaviors are identified and thereby safeguard employees. These measures include reiterating therapeutic boundaries, reviewing the patient's care plan, and seeking advice from the police.
It was rare for legal sanctions to be brought against the patient. Perhaps in the future there will be more legal sanctions following new stalking legislation in England and Wales, although such sanctions may be ineffective without appropriate treatment (MacKenzie & James, 2011) .
There were a range of other reasons why the harassment/stalking behaviors ceased, the most common being a change in the location of the staff member or the patient. However, it was not possible to determine whether the change in location was in response to the intrusions. More respondents in the harassed group perceived that patients had responded to treatment. This may be because treatment improved behavior and consequently the intrusions did not progress to stalking. Alternatively, patients who responded to treatment may have been discharged from the service more quickly.
Because studies have identified high rates of stalking victimization among mental health workers (e.g., Gentile et al., 2002; Ashmore et al., 2006) , service providers should be challenged on what steps they have taken to prevent, and monitor, such behavior. Mental health workers should be made aware that unwanted intrusions by patients which cause fear go beyond harassment, and is stalking. This is particularly important given that respondents are not good at recognizing that they have been stalked. Furthermore, mental health professionals may perceive their role offers protection from stalking (MacKenzie & James, 2011) .
Our findings reinforce the need for policies to be supported with preventative measures, education and a robust process for addressing stalking so that these measures are embedded in practice in a way that supports staff working with patients. Particular attention should be given to identifying members of staff who have been experiencing stalking from patients. It is important that early intervention is facilitated to prevent undesirable consequences for the victim. Furthermore, almost onethird of respondents felt obliged to continue working with the patient. This is likely to have implications for the therapeutic relationship. Current service users' stalking behaviors should be addressed in treatment plans and risk management plans.
When asked if there was anything else they would like to add, several participants commented that they were pleased to participate and be given an opportunity to report their concerns. Our survey focussed on the behavior of patients. However, some participants commented that the main source of harassment came from patients' relatives or other members of staff. Therefore, we will not have captured all of the sources of harassment or stalking that mental health professionals may face in their work. For example, other studies have found patients were the perpetrators of between one-to twothirds of stalking where surveys included any type of stalker (Ashmore et al., 2006; Whyte et al., 2011) . Furthermore, Woodrow and Guest (2012) found harassment from staff members had a stronger negative association in levels of nurses' well-being than being subjected to violence from members of the public.
Limitations
We could not ascertain an accurate response rate -it was perhaps in the region of 10%. Nevertheless, we do not know if staff who had been harassed or stalked would be more or less likely to participate. Staff not familiar with, or comfortable using IT, may have been dissuaded from completing the survey via SurveyMonkey. Note. Boldface p significant at False Discovery Rate of 10%, Benjamini and Hochberg (1995) .
Part of the survey asked participants to focus on the episode that caused the most distress. However, some participants commented they found it difficult to separate some of the incidents. Furthermore, some participants did not provide responses to some of the questions such as the perceived cause of, or their response to, the harassment/stalking. It was not clear why some responses were omitted but this led to reduced sample sizes for some questions.
Although participants were asked whether these intrusive behaviors had stopped or were still ongoing, additional information on the timings and recency of the harassment/stalking should have been sought. Therefore, it is possible that some of the responses relate to harassment/stalking during previous employment in other Trusts or in other locations. Accordingly, it was not possible to show whether the responses are congruent with current guidance and support from the Trust.
We did not ask participants whether they took specific precautions to avoid being stalked, and if so which precautions. This may include limiting their personal information being publicly accessible (McIvor et al., 2008) . For example, Nwachukwu et al. (2012) found that 79% of psychiatrists deliberately did not have their name in the phone directory, 10% did not have their name in the electoral register, 61% withheld their phone number during calls, and 42.7% avoided social network Internet sites. These data could have been used to assess awareness of the issues.
We surveyed staff from one NHS Trust in England which provides a number of services including a unique range of forensic services. Therefore, any generalization to other Trusts will be limited.
Conclusion and directions for future research
The prevalence of stalking and harassment indicates that mental health organizations should have policies and procedures in place to educate and support staff. Induction programs for new staff (and students) should address stalking and harassment from patients and what steps should be taken in response to this. Similarly, training should be available for staff to raise awareness of the risks, and supervision sessions should encourage staff to disclose any current experiences of harassment and stalking.
Although this survey focused on the patients as the perpetrators of harassment and stalking, future studies of staff should be expanded to capture their experiences where the perpetrators were the patients' relatives or other members of staff. Furthermore, all staff should be asked what precautions they were taking to avoid being harassed/stalked. Similarly, more information on recent episodes of stalking and the specific responses after the episode would help assess the efficacy of awareness training and adherence to the relevant policies.
